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Il Medicaid CSLD/WKR:
Purchase

gﬁ Plan

for workers with disabilities
Renewal Form

What language do you speak best? U English U Spanish QO Vietnamese U Other (specify)
What language do you write best? U English 1 Spanish Q1 Viethamese Q1 Other (specify

“We can provide an interpreter at no cost to you, if you do not speak English”

This form is used to continue getting Medicaid through the Medicaid Purchase Plan. Please fill out EVERY
item on this form. If an answer to a question is none or 0, write “none”. If MORE space is needed for ANY
item, USE A SEPARATE SHEET.

1. Tell us who YOU are, where YOU live, and where YOU get your mail:

Name

Mailing Address City State Zip Code
Home Address City State Zip Code
Parish Home Phone # () Daytime Phone # ( )

2. Has there been any change in your marital status? U No U Yes If yes, tell us about the change.

3. Has there been any change in your employment? U Yes U No

Tell us about each job or business that you have. (Send copies of pay check stubs or other proof of
your earnings for last month. If you are self-employed, send copies of your most recent federal tax
form with all schedule attachments. Send other proof if you do not have tax forms.)

Employer name, address & phone OR Amount How often do # of hours
Self-employment information paid you get paid? |worked per week
$
$
4. Do you get any money like the kinds listed below? [] Yes [1 No

% Social Security % Unemployment 3% Money from friends

% Retirement/Pensions/Annuities % Workman’s Compensation or relatives

% Veteran’s Benefits % Interest/Dividends/Royalties 3 Any other not listed

(Show all money that you get and send proof of the income. You do not have to send proof of Social
Security or Unemployment income.)

Source name, How much How often

Income type address, & phone do you get? do you get it?

$

$

Have you applied for but not yet received money from any of these sources? O Yes U No If Yes,
from what source?




5. Do you, or you jointly with your spouse, have any assets or resources like those listed below?

[1Yes [ No If Yes, give us the following information. (Send proof of ownership and value.)
Company name, address, & phone;
Account number; and/or description

Asset/Resource Value Amount owed

Checking/Savings accounts (type)

Certificates of Deposit

Retirement accounts

Annuities/Trusts

Stocks/bonds

Vehicles (if more than one)

Property, other than your home

B B B (& (&8 &8 |8 |&B

Other (please be specific)

6. Has there been any change in your Medicare or other health insurance coverage? U Yes O No
If Yes, tell us about the change
(Send proof of the change.)

7. What is your disability?

Tell us about the doctors or other medical providers who care for you:

Provider's name(s) Address & phone of this medical provider

If you need help filling out this form, you may call your local Medicaid office or call us toll free at
1+888+544-7996. If you are deaf or have hearing problems, you may call the TTY number
toll free at 1+800+220-5404.

Signature of Applicant or Authorized Representative Date

Signature of Agency or AC Representative, if applicable Date



